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1 regarding prenatal counseling beyond the threshold of viability makes an essential distinction between two populations delivering at 23 to 33 weeks-patients in spontaneous preterm labor, and patients in induced preterm labor-so we were disappointed that their data on maternal knowledge of possible morbidities were not broken down by patient population.
The authors correctly observe that 'no decisions are necessary' for those in spontaneous preterm labor, therefore 'it may not be necessary' to counsel them about potential long-term problems before birth. We agree, and would take it a step further: beyond the point where non-resuscitation is no longer an acceptable standard of care we believe that it is insensitive, and arguably immoral, to bludgeon a family with morbidity and mortality data that ultimately cannot be avoided. Therefore, we would find it reassuring if Govande et al.'s data showed that women in spontaneous labor interviewed after receiving antenatal counseling 'in the precious time interval' before preterm delivery had a declining knowledge of possible long-term morbidities with increasing gestational age. As the authors point out, 'this information can be provided during the neonatal intensive care unit stay after the initial shock of preterm birth is over. ' Conversely, because patients have a legal right to refuse a recommendation of premature induction, the counseling these patients need before they can offer informed consent or informed refusal to induction should include detailed information about the risks and benefits of premature delivery. Reporting a lack of predelivery knowledge of long-term infant morbidities in this patient population would be troubling.
Finally, we note that some patients delivering in the 22 to 25 week range (22% of the study population) were in the 'gray zone' of viability, so detailed counseling on mortality and morbidity is required for their informed decision making on neonatal resuscitation.
The authors call for antenatal counseling guidelines for premature deliveries past the threshold of viability, but consistent with the observations above, any proposed guidelines must account for more factors than gestational age. Further complicating a push for standardization is the fact that compassionate antenatal counseling must be tailored to the experience and needs of each individual family. Parents confronted with preterm delivery are often bombarded with an enormous amount of data, and the process that we have labeled as antenatal 'counseling' often becomes more of a lecture on the perils of being born prematurely. While such data may be critical to some parents confronted with excruciating decisions before delivery, this standardized, data-driven model of counseling is often inadequate. Parents interviewed after receiving neonatal consultation prior to the birth of an extremely premature infant felt abandoned and mistrustful of physicians who seemed to be 'following protocol' or 'acting by the book' as they delivered bad news. 2 In the words of one parent:
ythe doctor comes, gives information, and leaves; it's like there is no relationship, someone you could rely on. If you are ill, you need to rely on someone and say 'help me'. There you want to say 'help me' (but) he/she just comes, gives information, and leaves. 3 We are not advocating withholding information. Instead, we encourage those contemplating guidelines to engage in a different kind of risk-benefit analysis: to recognize that data delivered at the wrong time or in the wrong way can actually harm patients, and to engage in a nuanced analysis of when parents will find morbidity information (such as the 13 short-and long-term risks this study investigated) most beneficial. The focus of antenatal counseling following spontaneous preterm labor should be taking the first steps toward building a trusting, caring and hopeful relationship with people who are about to become parents of a potentially sick child. This foundation will facilitate the difficult conversations and decisions that often need to be addressed in the future.
committee for the National Perinatal Association recommended that medical professionals 'communicate risks of late preterm birth (prior to delivery, if possible), explaining that immature organ systems and brain of LPI may lead to complicationsy.' 3 In a study of counseling practices regarding premature infants in hospitals across the United States, Mehrotra et al. 4 found that all 337 hospitals in the study routinely offered counseling to parents expecting birth up to 33 weeks gestation. However, there is not much information or discussion in the literature regarding the content or timing of this important parent-physician communication. With this publication we were hoping to generate similar dialog and more research in this area.
Stokes and Watson 1 suggest that the study design could have been improved if the study populations were classified into those delivering spontaneously and those delivering after a medical intervention, hypothesizing that parents in the medical intervention group have received more detailed neonatal outcome information. We could have collected mode of delivery information for the study pregnancies. However, their hypothesis is based on the assumption that most counselors know to tailor the level of outcome detail depending on the reason for preterm delivery (spontaneous labor or medical intervention). In our experience, currently counseling for pregnancy at 425 weeks is usually provided by trainee counselors; even experienced counselors are often unsure how much learning and motor impairment data should be shared with parents expecting, for example, a 32-week premature infant. This is why we advocate for guidelines regarding counseling at 425 weeks gestation, of course, after a healthy dialog.
The remainder of Stokes and Watson's letter relates to the views presented in the discussion section of the publication. We identify two themes in this part of their letter: (1) our suggestion to have counseling guidelines for birth beyond 25 weeks' gestation will result in less room to honor parental values; (2) guidelines will lead to data-driven counseling and counselors will become less attentive to the other essential components and ethics necessary for this important physician-parent communication. As presented in the publication, our views are different. There is no evidence that having guidelines from the American Academy of Pediatrics and American College of Obstetrics and Gynecology for births at p25 weeks gestation have been detrimental to the care provided to these infants or parents. In fact, we think they have worked well. There is also no evidence that establishing guidelines or providing data will diminish a counselor's attention to family's other needs; in fact, this combination of objective data and sensitivity to family's concerns is routinely provided by our nonneonatologist colleagues, such as during genetic counseling for inherited conditions or pre-operative counseling for procedural risks. The recent attention on patient engagement in health-care affirms our belief that many families desire to have risk communication communicated in an appropriate manner. A growing body of health communication research focuses on communication of risk, in order to allow patients and families to interpret data in a way that is consistent with their values and beliefs. Muthusamy et al. 5 demonstrated in a prospective randomized study that parents receiving written information with gestational-age-specific risks resulted in both increased knowledge of prematurity-related outcomes and decreased parental anxiety. Like Stokes and Watson, 1 we would also take the liberty of using a parental quote from the excellent work by Payot et al.;
6 'She helped us understand all that objective information. She came back to talk with us. She didn't impose a choice on us...the choice just finally imposed itself on us'.
We appreciate the comments from Stokes and Watson. 1 We agree that counseling is an art and needs to be tailored to individual situations. We do not recommend the use of outcome data to be a bludgeoning experience; rather, it should be performed more like elegant surgery...well-trained professionals, using good technique and appropriate instruments, in order to minimize the pain and suffering of the patient.
Newborn intensive care units and perinatal healthcare: on light's imprinting role on circadian system stability for research and prevention With interest we read the thoughtful considerations related to light and 'Health consequences of shift work and implications for structural design'. 1 We wish to complement information and provide suggestions for future research and for practical conditions in newborn intensive care units (NICUs) and beyond.
In doing so, we provide empirical evidence and speculation with regard to what Figueiro and White 1 (p. S19) write: 'y visual and circadian needs of staff are likely to be quite different from those of patients'.
